Discussion.-The type of pigment cell present in both these sections differs from the ordinary chromatophore in giving a positive dopa reaction. It must therefore be regarded as a true dermal melanoblast. Cells of this nature are present in the corium of most mammalia including monkeys, forming a continuous dermal pigment layer. In man, however, this system is quite rudimentary.
The number of these mesodermal melanoblasts tends to be greater in the darkerskinned than in the lighter-skinned races. Especially in the case of newborn children of Mongolian races, their number is sufficiently large in the sacral region to give rise to the almost constant appearance there of the so-called " Mongol spot." In Europeans, their number is usually too small for any colour to be visible to the naked eye and their presence is only manifest in microscopic sections. The Mongol spot does, however, occur in a proportion of births among Mediterranean people and occasionally in this country.
Much more rarely, in addition to the sacral spot there may be similar lesions in other situations. Dr. J. D. Rolleston 1 has shown three cases of such extra-sacral lesions before this Section and the Section for the Study of Disease in Children. These extra-sacral lesions have the same clinical appearance and histological structure as those in the sacral region and are found in Mongols as well as in Europeans. They differ from the Mongolian spot in having a tendency to natural involution and have been observed at all ages.
A further development of the mesodermal pigmentary system gives rise to the blue navus of Jadassohn. We are not aware of any previous record of cases of this condition in England. The sites of election are those respectively affected in each of these cases, i.e. the face, and the back of the hand. The histological structure differs from that of the Mongolian spot. The pigment cells tend to be more numerous and are irregularly arranged. In addition, the connective tissue elements may increase, resulting in the fibromatous formation illustrated in the second case.
It seems probable that the very rare condition of melanotic sarcoma (m6lanome malin mesenchymateux of Darier), bears the same pathological relation to the blue nevus that naevo-carcinoma bears to the ordinary pigmented mole.
Summary. Discussion.-Dr. F. PARKES WEBER said that some years ago he had seen a similar lesion which was a bright Oxford-blue in colour, of the size of a pin-head, and situated just above the root of the nose. The patient was a man, and the lesion had not dated from birth. When excised it showed neevus cells full of golden-brown pigment. The case was published in the British Journal for Children 's Di8ea8es, 1928, 25, 276. Dr. J. D. ROLLESTON said the colour of these Mongolian blue spots was usually slatyblue; they were frequently mistaken for bruises, a fact which was of some forensic interest. Last month he saw a case of Mongolian blue spots in a child with measles. The parents were of Balkan extraction. The child died and a post-mortem examination of the " blue spots" showed abundant pigment in the deeper layers of the epithelium of otherwise normal skin.
Dr. FREUDENTHAL (in reply) said that substances seen through an opaque medium looked bluish. That fact would explain the colour of the blue navus, as it did the blueness of veins seen through the overlying skin on the dorsum of a wrist.
knees, and buttocks. At that time the late Dr. Noyes, of Melbourne, diagnosed xanthoma and lichen planus. The rash on the arms and legs steadily disappeared but the condition of the eyelids remained the same.
About eight years ago these yellow patches began to increase in size. Yellowish areas appeared at the sides and front of the neck and swellings over the sternum and on the back of the shoulders. The patches round the eyes were treated with diathermy by Dr. Kelly, of Melbourne, who sent the patient to see me. About this time some pigmentation had been noticed in the region of the eyelids; this has slowly spread and patches have appeared on the right ear. The patient was also under treatment by the late Sir Richard Stawell for her general condition, and a large number of examinations were made, but the reports have unfortunately, been destroyed. It is understood, however, that the cholesterol content of the blood was high. About this time a lump appeared over the manubrium and another one at the back of the neck; these were also of a yellowish colour.
In May 1935, a large number of spots again appeared on the forearms, thighs, and buttocks. These are now fading.
Present condition.-The upper and lower eyelids on both sides show yellowish, sharply defined plaques mingled with flat white scars. There is a large amount of deep brownish-black pigment occupying these areas, especially along the lower edge of the lower eyelids. The skin of the sides and front of the neck is atrophic, as is that over the upper part of the chest for a short distance. In this atrophic area yellowish patches, similar to those on the eyelids, are present. There is a swelling about 2 in. in diameter over the manubrium sterni. On the back of the neck is another yellowish tumour about the same size. On the lobule and tragus of the right ear are deep brown pigmentary swellings, each surrounded by a narrow yellow zone; the lobule is markedly elongated. Another similar swelling is seen on the left cheek just in front of the ear. On the forearms, legs, thighs, buttocks, and round the waist, are numerous small lentil-sized flat macules of a brownish tint. On the legs are also a number of petechiae. There are also some milky-white patches on the mucous membrane of the cheeks. On the left arm and right leg are fairly large subcutaneous hb3morrhages, said to be the result of slight trauma.
The patient appears to have three distinct clinical conditions-xanthoma, lichen planus, and a number of subcutaneous haemorrhages.
The xanthoma is of long standing (thirty-nine years) and is still inclined to progress in some areas, while in others the lesions are subsiding, leaving atrophy behind. This latter condition is best seen on the neck. The xanthoma lesions are nearly all of the sheet-like type, only a few tumours being present.
The point of special interest, however, is the intense pigmentation, which is most marked around the eyes and on the ears, and less so on the neck. Pigmentation in xanthomatous lesions has been described but I am unaware of any case in which the pigmentation was so intense. A biopsy is proposed in order to determine the nature of the pigment.
The extensive eruption of pigmentary macules on the limbs-and, to a less degree, on the trunk-seems typical of an acute lichen planus now subsiding. This view is supported by the presence of milky patches in the mouth. The patient appears to have had two distinct attacks of this eruption, one thirty-nine years ago, and the present attack which commenced last year.
Lastly, the patient shows a number of subcutaneous haemorrhages and petechiBe on the limbs. The haemorrhages appear to arise from. slight traumata and suggest an abnormal fragility of the vessels.
Dieucssion.-DR. F. PARKES WEBER suggested that this case was one of xanthoma only, but of three different types. Originally the patient had ordinary xanthelasma palpebrarum.
Then she developed in addition a rare type of xanthoma about the neck and upper chest, 79 1287 which could be called sheet-like xanthoma, and had now undergone an atrophic process of involution. The reason why this involutive stage of sheet-like xanthoma was seldom seen was that the patients rarely lived long, as nearly all of them had grave liver disease. The third type of xanthoma in the present patient was the eruptive type. Typical eruptive spots of xanthoma in diabetic patients had been supposed by some to be of the nature of lichen planus with xanthoma-like infiltration.
Dr. KLABER said that at St. Bartholomew's Hospital a patient under Dr. Roxburgh's care had had extensive xanthomatosis of the " sheet " variety, associated with numerous haemorrhages into the skin and diffuse pigmentation. Many biopsies had been performed and several attempts made to discover the nature of the pigment. In view of the presence of heemorrhages in the corium it was thought that this might prove to be haemosiderin. Repeated attempts to produce an iron reaction, however, failed, and he had concluded that the pigment was melanin, or possibly heemofuscin. The marked visceral changes mentioned by Dr. Parkes Weber had been present in that case and peritonitis with ascites had developed. Post-mortem examination had shown tremendous thickening of all the serous membranes, which were found to be heavily infiltrated with a xanthomatous deposit.
Dr. GRAY (in reply) said that if Dr. Parkes Weber's theory about the general eruption was correct, it would be necessary to modify the prevailing views as to the atiology of lichen planus.
Idiopathic Hypochromic Anamia with Dermatitis Herpetiformis.--
This patient, a married woman aged 34, has since the age of 18 had menorrhagia; this has been treated twice, unsuccessfully, by curettage. She has also had recurrent bleeding piles, associated with a fistula-in-ano. She has never been very strong, and attributes this to the excessive loss of blood. For many years she has had occasional difficulty in swallowing, and frequent-transient -sore throats.
For two years she has had soreness of the tongue, especially on the left margin. She had not herself noticed the nail changes, which were first observed four months ago.
Eleven months ago, grouped vesiculo-papular lesions first appeared on the head and soon appeared on the back, buttocks, and arms. The irritation and appearances suggested dermatitis herpetiformis, but the recurrences were not controlled by increasing doses of liquor arsenicalis, or by injections of the patient's own blood. A differential white blood-cell count showed no eosinophilia. There was, however, a leucocytosis of 10,000-14,000 white cells, associated with a well-marked hypochromic anemia. Hb. 50%; R.B.C. 4,660,000; C.I. 0 55. Dr. Courtney Evans has treated her with iron (ferri et ammon. cit., gr. 30 t.d.s.) and the hmoglobin percentage gradually increased until it reached 100% last month. In spite of this she had a further vesicular outbreak on the back and legs two weeks ago. These lesions are now drying up. She still shows wellmarked koilonychia and a superficial glossitis, localized to the left margin of the tongue. A fractional test meal has not been given.
Although the presence of koilonychia, glossitis, and achlorhydria point to this patient having the so-called "idiopathic hypochromic ansmia " there have been two noteworthy sources of external hmorrhage. This case raises the question as to whether there is any relation between the recurrent vesicular eruption, suggesting dermatitis herpetiformis, and the patient's hypochromic ansmia. It is perhaps too early to form any opinion. Doubling the percentage of hwemoglobin has not, however, prevented the outbreak of fresh crops of vesicles.
